despite theoretical considerations to the contrary, the vagotomy seemed to have little effect on longterm gastric motor activity (Ellis et al. 1966).
(1) From 1943 From to 1958 cases of salivary tumours passed through the Radiotherapy Department of the London Hospital. The surgical treatment of these tumours was carried out by a variety of surgeons (50 by the author).
(2) In 288 cases of simple parotid neoplasms the recurrence rate proved to be 2-5 %. All cases were followed up for at least five years.
(3) The reasons for post-operative radiotherapy were fully explained since, with the advent of superficial parotidectomy, the need for this form of therapy has diminished. (4) Hypotensive aneesthesia was briefly described as its use has revolutionized the surgery of the head and neck. (5) The essential steps of superficial parotidectomy were enumerated. (6) A method was described of treating giant dumb-bell tumours of the parotid gland by removing them via the pharyngeal wall.
The greater part of this paper has appeared elsewhere (Butler 1964 Familial hypercholesterolkmia is characterized by a persistently high cholesterol level, the deposition of cholesterol and other lipids in the skin and tendons, and a positive family history. Atherosclerosis and ischEemic heart disease are common complications (Barr et al. 1954) . Since many patients with very high plasma cholesterol levels die early in life from disease of the coronary arteries any treatment which lowers the plasma cholesterol level for long periods of time should help to prolong life.
Patients with familial hypercholesterolemia generally fail to respond significantly to medical measures. A corn-oil diet has been used with limited success (Jepson 1961) . (Estrogens, nicotinic acid and thyroxine have all been tried but reductions in the plasma cholesterol level have been modest and transient (Jepson 1963) . Clofibrate, a combination of ethyl chlorophenoxyisobutyrate with androsterone, has been used extensively although it is generally agreed to be ineffective in lowering the plasma cholesterol level in hypercholesterolemic patients with normal triglyceride levels.
Another approach has been to try to lower the absorption of exogenous and endogenous cholesterol by exclusion of part of the small intestine. Buchwald (1964) reported that patients who had undergone ileal resection for nonmalignant conditions had significantly lower plasma cholesterol levels than normal controls matched for age and sex, as well as a reduced absorption of dietary cholesterol. He later showed (Buchwald 1965) that ileal by-pass in rabbits prevented hypercholesterolkmia and atherosclerosis in those on a high cholesterol diet and that it also caused regression of cholesterol deposits in animals with atheroma induced by cholesterol feeding.
These findings led Buchwald to try the effect of an ileal by-pass in hypercholesterolkmic patients.
Fifteen patients aged 30-50 with high blood cholesterol levels (mean of 330 mg/100 ml) and atherosclerosis were treated by the exclusion of one-third of the small intestine. The average percentage reduction in plasma cholesterol was 39% after many months (Buchwald & Varco 1966) .
'Present address: Department of Surgery, The University, Newcastle upon Tyne.
We report here a study of the effect of ileal bypass in a girl with familial hypercholesterolhmia, in whom cholesterol absorptions, blood levels of cholesterol and the clinical condition were observed before and after by-pass of the ileum. Detailed studies of this patient's cholesterol metabolism are reported elsewhere (Lewis & Myant 1967) .
Case History
Girl, aged 10 at the time of the operation History: She had been hypercholesterolemic and had had extensive xanthomatous lesions for at least four years, most marked on extensor surfaces of the limbs (Fig 1) . She was one of five siblings whose parents were first cousins. One brother and one sister had been similarly affected; both died in childhood from coronary heart disease. The patient's fasting serum showed a normal triglyceride concentration, with most of the excess cholesterol in the lipoprotein fraction of density -019 to 1*063. Her medical management had consisted of a corn-oil diet low in animal fat and containing 60 g of corn oil daily, together with clofibrate, D-thyroxine and cholestyramine in various combinations. The plasma cholesterol level during these various types of treatment fluctuated between 600 and 700 mg/100 ml. In the year before operation, she had three episodes ofchest pain and dyspncea, and an ECG taken during exercise had shown evidence of cardiac ischmmia. The failure of medical management and the evidence of cardiac ischtmia suggested that other methods oftreatment should be tried.
Operation: The small intestine measured 440 cm; it was divided 175 cm from the ileocvcal valve so that approximately one-third was excluded. The proximal end of the divided bowel was anastomosed to the anterior surface of the cecum after removing the appendix. Silver clips were placed as markers on the closed distal end, which was stitched firmly to the root of the mesentery. Any gaps in the mesentery were then closed. An X-ray of the abdomen after operation enabled the position of the suture line of the closed loop to be marked so that any subsequent intussusception could be observed. The immediate post-operative course was uneventful.
Post-operative course: At the time of operation the patient was receiving clofibrate with the corn-oil diet; this treatment was continued post-operatively and she was maintained on a high-calorie diet, with 65 g of protein and supplements of vitamins (A, B group, C, D, E and K). The body-weight fell from 32 to 27 kg in one month, then remained at this level for many months. Steatorrheoa appeared soon after operation, with four or five bulky stools and 10 g of ftcal fat each day.
Blood cholesterol levels were measured twice weekly after operation. The absorption of 4C-cholesterol was measured before and at twenty and twenty-nine days after operation. The plasma cholesterol level began to fall three weeks after operation (Fig 2) , reaching a minimum level of 500 mg/100 ml, which was a lower figure than any recorded during previous treatment. This figure was maintained for about one month but subsequently the level rose steadily until, four months after surgery, it reached a value of over 700 mg/100 ml.
There was no evidence of any further reduction and the child developed cardiac failure and died from this A, 29 days after operation five months after operation. There was a marked reduction in the amount of oral 114 C-cholesterol appearing in the plasma in the studies carried out two and three weeks after operation (Fig 3) .
The results of ileal by-pass in this patient are not encouraging, since the metabolic defect persisted in spite of diminished absorption of cholesterol. The cause of the initial fall and subsequent rise in plasma cholesterol is uncertain. The vitamin E given as a supplement after operation may have played a part in aiding the absorption of cholesterol (Alfin-Slater & Morris 1963) . Cholesterol is synthesized mainly in the liver and it may be that the rate of cholesterol synthesis in the liver is increased to compensate ofr the reduction in the absorption of both exogenous and endogenous cholesterol. If increased synthesis is not a factor, then the extent of the resection must be considered in relation to the effectiveness of the operation. Compensatory mechanisms for cholesterol absorption may also develop in the remaining bowel.
DISCUSSION
Mr R S Murley (London) asked whether the fall in serum cholesterol level after operation might not simply be due to decreased absorption time available in the shortened small gut. The return of serum choles-terol to a high level could be explained by compensatory slowing of progress through the shortened gut with improved absorption.
Professor Johnston, in reply, said that ileal by-pass aimed to exclude the site of maximal absorption of cholesterol from the intestinal stream. A reduced passage time would of course follow such an operation and might play a part in the reduced absorption of cholesterol. However, the relative importance of intestinal hurry could be assessed by further studies after jejunal resection.
The Suturing of Abdominal Incisions: A Comparison of Chromic Catgut and Monofilament Nylon by R E B Tagart Mch FRCS (Newmarket)
A method of suturing with monofilament nylon was described and illustrated. Its use has eliminated the complication of sinus formation with this material. Two series of upper midline abdominal incisions were compared. In one the linea alba was sutured with continuous 1 chromic catgut supported by interrupted all layers tension sutures; in the other continuous No. 1 monofilament nylon was used without tension sutures. The catgutsutured wounds gave a higher proportion of wound disruption and wound sepsis than the nylon-sutured but the difference, although suggestive, was not unequivocally significant.
Scar strength at one year depended upon whether the wound had become infected or not. If infection had occurred there was a markedly higher proportion of weak scars whatever the suture material and this difference was statistically highly significant.
A test of the holding power of loops of catgut at varying times after insertion showed that in most cases at five days the strength of 14 lb chromic gut was reduced to 5 lb and was in the region of 0 -1 lb at nine days. Control loops of monofilament nylon held at 10 lb throughout the period of testing. In the present state of knowledge it is probably wise to support a wound to resist a 10 lb disrupting force for ten days. This cannot be achieved with catgut alone and support with a non-absorbable suture material is essential. Interrupted tension sutures are painful and leave unsightly scars. A continuous suture which is either removed at ten days, or left permanently in place, according to the material of which it is made, is preferable.
